Study objective: The purpose of the study was to examine adult body height as an indicator of general health. Design: The study was a survey of a randomly selected sample of the adult Swedish population obtained by the 
Body height has been used as an indicator of poor nutrition among children but has also occasionally been studied in adult groups in relation to living conditions. 1-3 Earlier we have shown that adult body height is correlated with childhood socioeconomic group in the Swedish population.4 We then discussed, as others have before us,' 3 the possibility of using body height as an indicator of general health or susceptibility to disease. Height has also been suggested as a supplement to other measures of health in population studies.5 In order to validate this suggestion on a Swedish sample, we wanted to study the connection between adult body height on the one hand, and some measures of health on the other. We chose three different measures, ie, mortality, self perceived health in general and self reported longstanding illness. At least two of these, mortality and longstanding illness, have been found to covary with height.3 6 In the cases where mortality has been studied, special attention was paid to cardiovascular diseases. For each height group the observed number of deaths was compared to the expected number. The expected numbers were based on the number of deaths in the whole sample. They were calculated separately for men and women and were specified for each five year age group, and in some cases for own and/or father's socioeconomic group. The total expected value was obtained by summarising over strata. Thus the standardised mortality could be calculated as the ratio of observed to expected number of deaths for each gender and height group. For each standardised mortality ratio a 95% confidence interval was calculated.9 As both height and mortality are associated with socioeconomic group, we tried to control for confounding from both the respondent's present socioeconomic group and that of his/her childhood. This was done by standardisation for these two variables.
In the same way as described above, the expected number of persons with reduced health was calculated and a standardised morbidity ratio for self perceived general health and for longstanding illness was calculated.
In addition we estimated the proportion of deaths in the age groups 20-79 that could be avoided ifthe death rate among those of short or medium height was the same as for the tall third, controlling for present socioeconomic group.'l For comparison the proportion of deaths attributable to present socioeconomic group was also calculated. Table 1 presents standardised mortality ratios for three different height groups in the Swedish population for men, for women and for men and women combined. Comparing the age standardised mortality ratio for the short group of men and women to that of the tall men and women, it can be seen that the short group had about a 20% excess risk of dying during the follow up period. This difference was present among both men and women. The difference was slightly reduced when taking into account present socioeconomic group as well as when taking into account present and childhood socioeconomic groups simultaneously. In both instances, we were still left with some excess risk (15%). The risk of dying from cardiovascular diseases in general and from coronary heart disease was also calculated. In these cases, the differences between the height groups were larger, short men having a standardised mortality ratio of 1 15 Short men and women tended to classify their present general health as bad to a larger extent than those ofmedium or tall height (table 4). This tendency was more clear among men, for whom it remained even after controlling for the present and childhood socioeconomic group of the interviewed. Analysing longstanding illness (table 5) resulted in smaller differences, but here also the group of shorter persons tended to be worse off. However, the group reporting the smallest amount of longstanding illness Adult body height, selfperceived health and mortality in the Swedish population was the medium height group. These differences were reduced, almost completely disappearing for men, when the present socioeconomic group of the interviewed was taken into account. 
Results

Discussion
We have studied the connection between adult body height on one hand and mortality, self perceived health in general and longstanding illness on the other. A connection between height and mortality has been found in other studies. [1] [2] [3] To our knowledge an association between self perceived health and body height has not been shown before. As it has often been shown that socioeconomic group, based on occupation, covaries with mortality, and as it has been suggested that height might affect the socioeconomic group of the individual,'1 12 we controlled for adult socioeconomic group in the analysis. The differences in mortality were reduced by this, but only slightly. This probably means that the connection between height and mortality is established when young, and is not an effect of factors related to socioeconomic status during adulthood. This is in line with the hypothesis developed by, among others, Forsdahl, that living conditions during childhood could precondition adult health. The strong associations with the whole group of cardiovascular diseases and coronary heart disease in particular is in line with his results. '3 The simultaneous standardisation for childhood and present socioeconomic group reduced the differences further, but did not eliminate them completely. This leaves us with the suggestion that the residual association between height and mortality is dependent on factors in the childhood environment which could not be controlled for by our standardisation for father's socioeconomic group. Alternatively, there could be a common genetic factor, contributing to both body height and risk of early death in adulthood.
Knight examined in his work on heights and weights of adults in Great Britain whether the average height among those reporting longstanding illness was less than for those without such complaint. This was found to be true for men but not for women. 6 In our study the shortest group had the largest proportion of persons reporting longstanding illness. This trend was, however, more pronounced among women than among men and the difference was almost totally abolished when adult socioeconomic group was taken into account. The addition of childhood socioeconomic group to the analysis did not affect the results. This suggests that the connection between longstanding illness and height is not dependent on conditions during childhood (other than those closely connected to adult socioeconomic group).
The most subjective of the two self reported measures is perhaps self perceived health in general. This showed a pattern that was similar to that of mortality. As far as we know, this has not been reported earlier, although Welin et al'4 suggest that self perceived health may predict mortality. The connection between self perceived health and height gives further support to the suggestion put forward by, among others, Sally Macintyre,5 that height might be a measure usable when studying the variation of general health in populations.
The evidence from this study is that the risk of early death in adulthood associated with height is small. For coronary heart disease the risk seems more substantial, although the estimate of the size of that risk is uncertain. However, because we are talking about groups that consist of a third of the population, the numbers of deaths (all causes) attributable to the underlying risk factors will be very large. If we assume that the excess risk for the shorter third of the population is about 5% and the reduced risk for the taller third is 10%, after controlling for the influence of present socioeconomic status (as is the case in table 1, SMR2), the estimated attributable risk (aetiological fraction) will be 6-8%. Thus, of the 52 000 deaths occurring in the age group 20-79 years in Sweden in 1984 something like 3000-4000 deaths may be linked to risk factors rooted in the childhood environment. This is the same number of deaths caused by, for example, lung and colon cancer together during that year and in the same age groups. However speculative this calculation may seem it should give an indication 384 that the childhood environment is also of great importance for adult health. The risk attributable to height could be compared to the risk attributable to present socioeconomic group. If calculated on this sample it amounts to about 20%.
